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to public health has been much weak-
er - as in some South Asian, African
and Latin American countries - pri-
mary care has come to constitute a
heterogeneous set of providers. Tradi-
tional medical practitioners and pri-
vate medical practitioners have
become major players in primary
care. Thus, the notion of primary care
as being, principally, the first point of
contact with a public funded health
system is itself incorrect. In such
countries, the emphasis may lie in
creating greater involvement of these
diverse sectors in a coherent public
health policy targeting mental health
problems. This may include incen-
tives for private practitioners to pro-
vide care for mental disorders and
joining a network of practitioners
who refer difficult cases to specialists. 

In the past year, two randomised
controlled trials have demonstrated
that there are efficacious treatments
for common mental disorders and
that they can be implemented in pri-
mary or general health care settings.
One trial from India demonstrated
the modestly superior efficacy of anti-
depressants in a placebo controlled
design. This trial also demonstrated
that those receiving antidepressants
have significantly lower health care
costs, compelling evidence that the
efficacious treatment of common
mental disorders is also cost-effective
(1). Another trial from Chile - target-
ing low income women with common
mental disorders - demonstrated sig-
nificantly superior outcomes for
women receiving a stepped care inter-
vention that included psycho-educa-
tion, group support and antidepres-
sants (2). A third study, in one of the
poorest and most resource poor set-
tings in India, which relied to a large
extent on locally recruited mental
health workers, demonstrated the
effectiveness of community-based
rehabilitation in the management of
severe mental disorders (3). 

Thus, the evidence for the effec-
tiveness of specific approaches to spe-
cific mental disorders in primary care
and community settings is slowly, but
surely, growing. However, there are

likely to be many obstacles to the up-
scaling of specific interventions
strategies to the health system level.
There are many variables, unique to
local health systems, which will pro-
foundly influence the effectiveness of
mental health interventions. These
include markedly different priorities
in public health (e.g., HIV/AIDS in
some countries), varying levels of risk
factors (e.g., violence), and the het-
erogeneous nature of primary health
care provision and availability of
health resources (4). 

The acute shortage of mental
health professionals and the relatively
low levels of awareness about mental
disorders implies that primary health
care has been, is, and will remain the
single largest sector for mental health
care in low and middle income coun-
tries. While this notion has been a
well-worn mantra of international
mental health policy for decades, a
recent review has found that there are
precious few examples of the effective
implementation of primary mental
health care (4). Furthermore, discus-
sions on the integration of mental
health services into primary care have
not taken the nature of primary care
itself into consideration. A review of
efforts to improve psychiatric knowl-
edge and skills of primary care physi-
cians found that the most effective
models are likely to be those where
there is an ongoing, interactive, con-
textually relevant continuing educa-
tion which focuses not only on
knowledge, but also on skills and atti-
tudes of primary care physicians (5).
The authors concluded that organiza-
tional and attitudinal issues may be
equally or more important for educa-
tors to consider than the content or
methods used. 

The huge diversity between ‘devel-
oping’ country health systems would
suggest that we have still much to
learn about the effectiveness of differ-
ent models of mental health care
delivery in these settings. The strate-
gies underlying these models must be
based on three key assumptions: first,
that the actual delivery of clinical
services need to be provided largely

by non-specialist health workers; sec-
ond, that mental health specialists
must be entrusted with the responsi-
bilities of ongoing training, supervi-
sion, support and provision of referral
services; and third, that the precise
model of care will be heavily influ-
enced by local health system factors,
in particular, the state of the general
health care system and political com-
mitment to public health. 
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Nigeria is a typical case of a devel-
oping nation. As rightly pointed out
by David Goldberg, the country is
generally short of physicians and,
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by non-specialist health workers; second,
that mental health specialists
must be entrusted with the responsibilities
of ongoing training, supervision,
support and provision of referral
services; and third, that the precise
model of care will be heavily influenced
by local health system factors,
in particular, the state of the general
health care system and political commitment
to public health.
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to public health has been much weaker
- as in some South Asian, African
and Latin American countries - primary
care has come to constitute a
heterogeneous set of providers. Traditional
medical practitioners and private
medical practitioners have
become major players in primary
care. Thus, the notion of primary care
as being, principally, the first point of
contact with a public funded health
system is itself incorrect. In such
countries, the emphasis may lie in
creating greater involvement of these
diverse sectors in a coherent public
health policy targeting mental health
problems. This may include incentives
for private practitioners to provide
care for mental disorders and
joining a network of practitioners
who refer difficult cases to specialists.
In the past year, two randomised
controlled trials have demonstrated
that there are efficacious treatments
for common mental disorders and
that they can be implemented in primary
or general health care settings.
One trial from India demonstrated
the modestly superior efficacy of antidepressants
in a placebo controlled
design. This trial also demonstrated
that those receiving antidepressants
have significantly lower health care
costs, compelling evidence that the
efficacious treatment of common
mental disorders is also cost-effective
(1). Another trial from Chile - targeting
low income women with common
mental disorders - demonstrated significantly
superior outcomes for
women receiving a stepped care intervention
that included psycho-education,
group support and antidepressants
(2). A third study, in one of the
poorest and most resource poor settings
in India, which relied to a large
extent on locally recruited mental
health workers, demonstrated the
effectiveness of community-based
rehabilitation in the management of
severe mental disorders (3).
Thus, the evidence for the effectiveness
of specific approaches to specific
mental disorders in primary care
and community settings is slowly, but
surely, growing. However, there are
likely to be many obstacles to the upscaling
of specific interventions
strategies to the health system level.
There are many variables, unique to
local health systems, which will profoundly
influence the effectiveness of
mental health interventions. These
include markedly different priorities
in public health (e.g., HIV/AIDS in
some countries), varying levels of risk
factors (e.g., violence), and the heterogeneous
nature of primary health
care provision and availability of
health resources (4).
The acute shortage of mental
health professionals and the relatively
low levels of awareness about mental
disorders implies that primary health
care has been, is, and will remain the
single largest sector for mental health
care in low and middle income countries.
While this notion has been a
well-worn mantra of international
mental health policy for decades, a
recent review has found that there are
precious few examples of the effective
implementation of primary mental
health care (4). Furthermore, discussions
on the integration of mental
health services into primary care have
not taken the nature of primary care
itself into consideration. A review of
efforts to improve psychiatric knowledge
and skills of primary care physicians
found that the most effective
models are likely to be those where
there is an ongoing, interactive, contextually
relevant continuing education
which focuses not only on
knowledge, but also on skills and attitudes
of primary care physicians (5).
The authors concluded that organizational
and attitudinal issues may be
equally or more important for educators
to consider than the content or
methods used.
The huge diversity between ‘developing’
country health systems would
suggest that we have still much to
learn about the effectiveness of different
models of mental health care
delivery in these settings. The strategies
underlying these models must be
based on three key assumptions: first,
that the actual delivery of clinical
services need to be provided largely
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with a population of over 120 million,
has less than 100 psychiatrists. The
majority of general practitioners are
without postgraduate training and
located in private practice, in most
cases working on their own. This
group of physicians, along with others
in government owned institutions
(general and teaching hospitals), offer
primary care services. Unfortunately,
these services are mainly located in
urban areas, and most of the rural
areas, where the majority of the popu-
lace (approximately 70%) reside, are
deprived of health services. As part of
the government’s efforts in meeting
some of this challenge, between 5 and
15 local health facilities have been
established in each local government
area (district) of the country. Specially
trained individuals with or without
medical background and with different
educational levels run these facilities.

However, contrasting what David
Goldberg points out for a few devel-
oping countries, in some other devel-
oping countries like Nigeria, the
emphasis of the primary care has been
geared mostly towards maternal and
child care and, occasionally, treat-
ment of minor physical ailments and
infectious diseases. Recent findings
(1,2) revealed that primary health
care workers have very poor knowl-
edge of mental disorders and virtually
no mental health services are provid-
ed at the primary health care facilities
studied. The mental health services
offered at the private general practice
and government owned hospitals
seem to be the only hope for the
minority of the populace. However,
the level of capability and effective-

ness in delivering these services is an
area yet to be investigated. Judging by
the level of mental health training
received by primary health care work-
ers (mainly from undergraduate
schools), tied with deeply seated neg-
ative attitudes and superstitious
beliefs on mental disorders, mental
health services offered to the popu-
lace at the primary care level is likely
to be minimal. 

David Goldberg will agree that the
roles of the traditional and religious
healers in most developing countries,
especially in Africa, cannot be
ignored. Though orthodox psychi-
atric practice has expanded consider-
ably in many developing countries, it
is well documented that many psy-
chiatric patients still seek primary
help from the traditional healers and
the syncretic churches. Traditional
and religious homes probably look
after the majority of mentally ill Nige-
rians. Traditional and religious heal-
ers are easily accessible to the people,
and Africans, regardless of their level
of education, adhere in varying
degrees to the belief in the supernat-
ural causation of mental illnesses (3).
However, in most instances, people
seek orthodox treatment when the
efforts of these healers seem to have
failed. 

Comparing the scenario here to
what David Goldberg describes, the
gap between the developed and some
(if not many) developing countries is
pretty large. The needs and the chal-
lenges in this part of the world are
diverse and much greater than what is
depicted. First is the need to get the
government convinced and commit-

ted to the importance of delivering
adequate mental health care at the
primary care level; then, the need to
educate the populace on the nature of
mental illnesses, to ensure the avail-
ability of effective treatment and the
provision of adequate facilities and
resources; then, the challenge of ade-
quate mental health training of physi-
cians and other health workers work-
ing at primary care level. Also, ade-
quate and appropriate remuneration
and conditions of service are needed,
in order to halt brain drain. Further-
more, there is the need to design a
suitable model of mental health care
and linkage that will be cost effective,
cutting through the primary and sec-
ondary care levels to the tertiary/spe-
cialist centres. 

This discourse is quite timely,
bringing to the fore the progress and
areas of opportunities of mental
health in primary care, especially in
the developing nations, and highlight-
ing the need for a concerted effort to
meet the challenges fostered by
underdevelopment in many nations
of the world.
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